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| Review of Resident #2's immunization records
| revealed:
| -There was no documentation of a negative TB
| skin test.
-There was no documentation of a positive TB
skin test.

-There was documentation of a negative chest
| x-ray to rule out TB dated 05/21/24.

Interview with Resident #2 on 10/30/24 at
11:10am revealed he last had a TB skin test
completed "a long time ago."

Interview with the Resident Care Director (RCD)
on 10/30/24 at 1:30pm revealed:
-Resident #2 did not have a completed TB skin
test on file.
-Resident #2 only had a negative chest x-ray
| completed to rule out TB.
| -She did not know a chest x-ray may only be used
to rule out TB if a resident had a previous positive
result from a TB skin test.
-She did not know a negative TB skin test or
blood test must be completed instead of a chest
x-ray upon a resident's admission to the facility.
-She or the Manager was responsible to ensure a
TB testing was completed upon a resident's
admission to the facility.

Interview with the Manager on 10/30/24 at
2:17pm revealed:
-She did not know Resident #2 did not have a TB
skin test completed upon admission to the facility.
-She did not know a chest x-ray may only be used
to rule out TB if a resident had a previous positive
| result from a TB skin test.
' -She did not know a negative TB skin test or
blood test must be completed instead of a chest
x-ray upon a resident's admission to the facility. -
-She and the RCD were responsible to ensure TB 5
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D234, Continued From page 2 D23¢  |RCD spoke with eye doctor for resident | 10/31/24
testing was completed upon & resident's i #2 on on the phone on 10/31/2024. RCD
admission to the facility. notified - e

medical center that resident #2 had
| Attempted tetephone interview with the numerous amounts of refusals for his
; Administrator on 10/30/24 at 2:43pm night time eye drops. his OD made
! unsuccessiul, changes to the times on his drops that
5 would make it possible for resident #2
D 273‘ 10A NCAG 13F .0002(b) Health Care D 273 fo g?ﬁdape%f his scheduled doses of drops
as ordered.

{
10ANCAC 13F .0002 Health Care
{b) The facility shall assure referral and follow-up
| to meet the routine and acute health care needs
; of residents.

This Rule is not met as evidenced by:

Based on record review and interviews, the
facility failed to ensure physician follow up was

| completed for 2 of 3 sampled residents (#2 and
| #3) who had refusals of two different eyedrops i
{ (#2) and a resident who had refusals of a
corficosteroid inhaler (#3).

| The findings are:

i 1. Review of Resldent #1's FL-2 dated 05/16/24
| revealed diagnoses included schizophrenia and
; acute respiratory failure with hypoxia.

{
i a. Review of Resident #2's FL-2 dated 05416124
 revealed thore was an arder for brimonidine

| 0.2%/brinzolamide 1% suspension, 1 drop in
each sye every 8 hours,

|

|
| |
% Review of Resident #2's August 2024 electronic !
; medication administration record (€MAR) i
| ~There was an entry for simbrinza 1%/0.2% |
! ophthalmic suspension instill one drop i both '
 ayes every 8 hours scheduled for administration il

Civision of Liealth Servics Reguiston
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! at 7:00am, 3:00pm, and 11:00pm. §
~There were 23 refusals documented of 83 }

opportunifies for administration from 08/01/24 to

Qe/31/24,

-There wete seven consecutive refusals of the

11:00pm dose of simhrinza from 08/02/24 to

08/08/24 and from 08M7/24 to 08/23/24.

. Review of Resident #2's Seplember 2024 eMAR

; revealed:

! “There was an entry for simbrinza 1%/0.2%

| ophthaimic suspension instill one drop in both

| eyes every 8 hours scheduled for administration
i at 7:00am, 3:00pm, and 11:00pm,

| wThere were 19 refusals documentad of 80

| opportunities for administration from 09/01/24 to
i 09/30/24.

| “There were five consecutive refusals of the
{ 11:00pm dose of simbrinza from 08/26/24 to

H
! Review of Resident #2's October 2024 eMAR

| revealed:

: -There was an entry for simbrinza 1%/0.2%

! ophthalmic suspension instill one drop in both

| eyes evety & houre scheduled for administration
: at 7:00am, 2:00pm, and 11:00pm.

| ~There were 21 refusals documented of 85

| opportunities for administration from 10/01/24 to
i 10720724,

| “There were twelve consecutive refusals of the

i 11:00pm dose of simbrinza from 10/13/24 to

L 1024124,

Review of Resident #2's progress notes reveaied
there was no documeantation Resident #2's
primary care provider (PCP} was notified of the
simbrinza refusals.

RCD and Facility Director put into place | 40/30/24
for all staff to nofify PCP immediately if

there is any refusals of any medications
on the first refusal. mined all meq
staff on the use for and how to
notify the PCP thro online processT.

Interview with Residant #2 on 10/30/24 at

Divinion of Health Service Reguiston
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11:10am revealed:

-He sometimes refused his simbrinza eyedrops,
mainly at night.

-He did not know if his PCP knew Resident #2
refused his eyedrops.

-His vision had not worsened over the last few
months.

Attempted telephone interview with Resident #2's
PCP on 10/30/24 at 11:04am unsuccessful.

" Interview with the medication aide (MA) on
10/29/24 at 3:38pm revealed:
-Resident #2 had told her not to wake him up for
eyedrops.
-Resident #2 refused his 11:00pm simbrinza
eyedrops most of the time.
-She informed the Resident Care Director (RCD)
about Resident #2's eyedrops refusals.
-She did not know if Resident #2's PCP knew
about Resident #2's eyedrops refusals.

Telephone interview with a second MA on
10/30/24 at 10:10am revealed:
-She documented five refusals of simbrinza in
September 2024 and seven refusals of simbrinza
in October 2024.
-She offered Resident #2 his simbrinza eyedrops
every night she worked, and he always refused
the eyedrops.
-The RCD was responsible for contacting the
PCP about medication refusals.

| -She let the RCD know if a resident refused a

| medication after 3 consecutive days.

Interview with the RCD on 10/30/24 at 2:00pm

revealed:

| -She administered medications to Resident #2,

| mostly during the day.

| -The other MAs had not let her know Resident #2

Division of Health Service Regulation
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| was refusing eyedrops the last few months.

' -She expected the MAs to let her know if a
resident refused medications for one week to ten
days, or for ten days out of the month.

-She had not notified Resident #2's PCP of the
simbrinza refusals in the last three months.

Interview with the Manager on 10/30/24 at

| 2:17pm revealed:
-She did not know about Resident #2's simbrinza
refusals.
-She would expect the PCP to be notified of
medication refusals after four consecutive
refusals.
-The RCD was responsible to notify the PCP
about medication refusals.

| Attempted telephone interview with the
| Administrator on 10/30/24 at 2:43pm
| unsuccessful.

b. Review of Resident #2's FL-2 dated 05/16/24
revealed there was an order for latanoprost
0.005%/netarsudil 0.02% suspension, 1 drop in
each eye at bedtime.

' Review of Resident #2's September 2024

electronic medication administration record

(eMAR) revealed:

-There was an entry for latanoprost 0.005%

| ophthalmic suspension instill one drop in both

' eyes at bedtime scheduled for administration at
8:00pm.
-There were 3 refusals documented of 30
opportunities for administration on 09/22/24,
09/28/24 and 09/29/24.

| Review of Resident #2's October 2024 eMAR
| revealed:
| -There was an entry for latanoprost 0.005%

Division of Héalth Service Regulation
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| ophthalmic suspension instill one drop in both
| eyes at bedtime scheduled for administration at
| 8:00pm.
-There were 16 refusals documented of 28
opportunities for administration from 10/01/24 to
| 10/29/24, including nine consecutive refusals
 from 10/15/24 to 10/23/24.

|

| Review of Resident #2's progress notes revealed
there was no documentation Resident #2's
primary care provider (PCP) was notified of the
latanoprost refusals.

Interview with Resident #2 on 10/30/24 at
11:10am revealed:

-He sometimes refused his latanoprost eyedrops.
-He did not know if his PCP knew Resident #2
refused his eyedrops.

-His vision had not worsened over the last few
months.

| Attempted telephone interview with Resident #2's
PCP on 10/30/24 at 11:04am unsuccessful.

| Interview with the medication aide (MA) on
| 10/29/24 at 3:38pm revealed:
| -Resident #2 had told her not to wake him up for
| eyedrops.
-Resident #2 refused his nightly eyedrops most of
| the time.
| -She informed the Resident Care Director (RCD)
about Resident #2's eyedrop refusals.
-She did not know if Resident #2's PCP knew
| about Resident #2's eyedrop refusals.

Telephone interview with a second MA on

10/30/24 at 10:10am revealed:

-She documented five refusals of latanoprost in

September 2024 and eight refusals of latanoprost

in October 2024.

Division of Health Service Regulation
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-She offered Resident #2 his latanoprost
eyedrops every night she worked, and he always
refused the eyedrops.

| -The RCD was responsible for contacting the

| PCP about medication refusals.

| -She let the RCD know if a resident refused a

| medication after 3 consecutive days.

! Interview with the RCD on 10/30/24 at 2:00pm
revealed:

-She administered medications to Resident #2,
mostly during the day.

-The other MAs had not let her know Resident #2
was refusing eyedrops the last few months.
-She expected the MAs to let her know if a
resident refused medications for one week to ten
days, or for ten days out of the month.

| -She had not notified Resident #2's PCP of the

| latanoprost refusals in the last three months.

Interview with the Manager on 10/30/24 at
2:17pm revealed:
-She did not know about Resident #2's
latanoprost refusals.
-She would expect the PCP to be notified of
medication refusals after four consecutive
| refusals. 5
-The RCD was responsible to notify the PCP '
about medication refusals. !

Attempted telephone interview with the
| Administrator on 10/30/24 at 2:43pm
unsuccessful.

2. Review of Resident #3's FL2 dated 04/11/2024
revealed diagnosis included dementia, Chronic
Obstructive Pulmonary Disease (COPD),

| diabetes, atrial fibrillation, hypothyroidism and

| schizophrenia.

I
Division of Health Service Regulation
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Review of Rasident # 2's sighed physician's order
dated 8M4/24 revealed an order for fluticasone
SOMCG/ACT two sprays in each nostril once daily
for allergic rhinitis.

Review of Resident #2's August 2024 electronic
medication administration record (eMAR)
reveated.

~There was an entry for fluticasone S0MCG/ACT
two sprays in each nostril vnce a day scheduled
for administration at 8:00am,

| There ware 18 refusals documented out of 31

| opportunities for administration from 8/01/24 to

1 8431724,

| ~There were 3 consacutive refusals from 8/5/24 to
| 8107724,

| ~There were 4 consecutive refusals from 8/19/24
o BIA2IRA,

Review of Resident #3's Septembar 2024 aMAR
| revealed;

| ~There was an entry for fluticasone SOMCG/ACT
two sprays in each nostril once a day scheduled
for administration &t §00am.

! ~There were 10 refusals documented out of 30 |
| apportunities for administration from 9/01/24 to
9/30/24.

~There was no documentation for three
consecutive refusals.

| Review of Resident #3's Oclober 2024 eMAR
i revealed: E
i ~There was an antry for fluticasone S0OMCG/ACT |
; two sprays in each nostrl once a day scheduled ’;
! for administration at 8:00am. ]

§

i

: =There were 20 refusals documented out of 28

| opportunities for administration from 10/01/24 to

| 10/28/24.

| ~There were 3 consecutive refusals from 10/01/24 |

RCD notified PCP that resident #3 had
been refusing her fluticasone at bedtime
RCD spake fo resident #3 and upon
speaking with resident #3 wa cams to
the decision that it would be better to
change the time from 8am to 8pm, after
doing the time change resident took
medication as scheduled,

resident #3 had refused fluticasone on a
badtime med pass RCD notified PCP
and asked thai the Fluticasone be
changed to PRN.

RCD was nofified by 2nd shift staff that |

10/30/2024)

11/21/24

b s e e e e g
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to 10/03/24.

- -There were 3 consecutive refusals from 10/05/24
| to 10/07/24.

| -There were 3 consecutive refusals from 10/09/24
o 10/11/24.
-There were 6 consecutive refusals from 10/16/24

| to 10/21/24.

Review of Resident #3's progress notes revealed
there was no documentation Resident #3's
primary care provider (PCP) was notified of
fluticasone refusals. ;

Interview with Resident #3 on 10/30/24 at 8:30am
revealed:
-She had refused the nasal spray sometimes
when it was offered.
-She currently had a stuffy nose and was
| congested.
| -She did not know if the facility notified her PCP
- about the refusals.
\
| Interview with the Resident Care Director (RCD)
i on 10/30/24 at 9:30am.
-She worked as a medication aide (MA) on the
| first shift on weekdays.
- -She administered medication to Resident # 3 on
- first shift.
| -She was aware of the refusals.
-It was her responsibility to notify the PCP of
refusals.
| -She did not notify the PCP because a new
provider started in July 2024. |
-She did not remember notifying the new
provider.

Interview with Resident #3's PCP at 9:30am on
10/30/24 revealed:
| -She was not aware of the resident refusals.
' -The medication was prescribed to help reduce
Division of Health Service Regulation
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' nasal congestion.

-Her expectation would be for the facility to notify

her if the resident had three consecutive refusals

or more than 10 refusals a month. ;
| -The resident may not be getting the expected |
| nasal congestion relief without the medication.
| -If the facility had made her aware, she would

have spoken to the resident about the refusals
| and possibly offered the medication at a different
| time or discontinued the medication.

Telephone interview (MA) on 10/30/24 at
10:20am revealed:
-She was aware of the refusals for the nasal
spray.
-She always documented resident refusals.
| -The protocol was to notify the Resident Care
Director (RCD) if the resident refused medication
for more than 3 consecutive days.
-She notified the RCD who the resident had 3
consecutive refusals.
-It was the RCD's responsibility to notify the PCP.

Interview with the Manager on 10/30/24 at
2:15pm revealed:

-She was not aware of the fluticasone refusals.
-She expected the MAs to inform the RCD if the
resident refused medication for 4 consecutive
days.

-She was not aware the RCD did not notify the
PCP about the refusals.

Attempted telephone interview with the
Administrator on 10/30/24 at 2:43pm ,
unsuccessful. |

D 358 10A NCAC 13F .1004(a) Medication D 358
Administration i
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(@) An aduit care home shall assura that the
preparation and administration of medications,
prescription and non-prescription, and freatments
by staff are in accordance with:

10A NCAG 13F .1004 Medication Administration i

ications are .
in facility at all times. an;ﬁ;\ ion
that are waiting to arrive the | 10/30/24

RCD will send staff toll to pick up any:
needed medications to insure they will be
on site for administration as per doctor's!!

| (1) orders by a ioensed prescriing practiioner arasrs.
| which are maintzined in the resident’s record; and
£ {2) rules in this Section and the facility's policies

| and progedurss.

{ This Rule is not met as evidenced by

Based on interviews and record reviews, the
fecility failed to administer medications as
ordered for 1 of 3 sampled residants (#2)
including a resident with orders for two eyedrops.

|

The findings are:

Raview of Resident #2's FL-2 dated 05/16/24
revealed diaghoses included schizophrenia and
acute respiratory failure with hypoxia.

| 8. Review of Resident #2's FL-2 dated 05/16124
rovaalad there was an order for latanoprost
0.005%/netarsudil 0.02% (an eyedrop uUsed to

| decrease eye pressure), one eyedrop in sach eye
! at bedtime.

| Review of Resident #2's September 2024

| medication administration record (MAR)) revealed: |

i ~There was an entry for latanoprost 0.005% i

: ophthalmic suspension instill ane drop in both

i ayas at bedtime schadulad for administration at

| B:00pm.

| -There was documentation latanoprost was

| "withheld per doctor orders" 12 times out of 30

! opportunities for medication administration on

| 09/13/24, 00/14/24, 09/15/24, 00/16/24, 09/18/24, |

| 00110124, 00120124 00/23/24, 09/24124, 00/25/24, |
}

| | 09/26/24 and 09/27/24,
DWision of Heakh Gervice Reguiagon
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Review of Resident #2's October 2024 MAR ‘
revealed: ‘
-There was an entry for latanoprost 0.005% |
ophthalmic suspension instill one drop in both ‘
eyes at bedtime scheduled for administration at \
8:00pm. 1
-There was documentation latanoprost was ‘
"withheld per doctor orders” 3 times out of 28 ‘
opportunities for medication administration on ‘
10/03/24, 10/07/24 and 10/08/24.

. Observation of Resident #2's medications on

| hand on 10/29/24 at 2:26pm revealed there was a
mostly full opened bottle of latanoprost dispensed
on 10/07/24 available for administration.

1 Attempted telephone interview with Resident #2's
- pharmacy on 10/30/24 at 10:48am unsuccessful.

| Attempted telephone interview with Resident #2's
primary care provider (PCP) on 10/30/24 at .
11:04am unsuccessful. i

Interview with Resident #2 on 10/30/24 at 5:01pm
| revealed:
| -Staff offered his eyedrops for medication
| administration every day.
| -He sometimes did not want to be administered
the eyedrops.

Interview with a medication aide (MA) on
| 10/29/24 at 3:38pm revealed:
| -Resident #2 ran out of his latanoprost eyedrops
| for about a week in September 2024.
| -She documented on the eMAR "withheld per
| doctor orders" in September 2024 because the
| latanoprost was not available to administer.
| -She documented "withheld per doctor orders" for
| latanoprost on the eMAR in October 2024
Division of Health Service Regulation
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because the medication was not available to
| administer to Resident #2.
-There was not an option on the eMAR to
document "medication not available to
administer.”

Interview with the Resident Care Director (RCD)

on 10/30/24 at 2:.00pm revealed:

-There were times in the last couple of months

when the MAs were waiting on the latanoprost to

arrive from the pharmacy.

-She expected MAs to let her know a medication

needed to be reordered three or four doses

before it ran out.

-MAs were responsible to administer medications
| as ordered.

Interview with the Manager on 10/30/24 at
2:17pm revealed:

| -She did not know Resident #2's latanoprost was
not available to be administered for 12 days in
September 2024.
-She audited the medication carts and the eMARs
of four random residents per month, or two
residents every two weeks.
-Her audits included ensuring medication was

| available to be administered on the medication
cart and the medication on the medication cart
matched the provider orders.
-MAs were responsible to administer and
document medications as ordered.

: Attempted telephone interview with the
| Administrator on 10/30/24 at 2:43pm
| unsuccessful.

|
b. Review of Resident #2's FL-2 dated 05/16/24
revealed there was an order for brimonidine
| 0.2%/brinzolamide 1% suspension, 1 drop in
| each eye every 8 hours.
Division of Health Service Regulation
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358 Continued From page 14 pase | RCD was in contact with pharmacy IT |
department about the issues with laptop | L1678
on med cart 1 crashing and

Review of Resident #2's August 2024 electronic b i
el R the middle of the med pass and not bein

‘r“es::ﬁ:m administretion record (6MAR) able to get laptop to properly restertto |
“There was an entry for simbrinza 1%/0.2% ﬁai:"hﬂmed Ly s
ophthalmic suspansion instil one drop in both i ] :
eyes every & hours acheduled for mdministration o~
¢ 7:o0ar:z 3:00pm, and 11:00pm:. RCD contacted phammacy [T again in
~There were blank spaces and no documentation regards to cart #2 laptop taking longer 10 10/30/24
of simbrinza administration for 25 of 93 load than usual Pharmacy IT decided to
opportunities from 08/01/24 to 08/31/24. go ahead and replace the laptop on that
~There were biank spaces and no documentation cart 8s well that laptop was replaced.
of simbrinza adminisiration from 08/02/24 to
08108/24, 08/12/24, from 08/14/24 to 08/18/24,
08/18/24, 08/20/24, 08/22/24, 08/23/24 and from
08/26/24 to 08/30/24 at the 3.00pm administration

! time.
~There were blank spaces and no documentation
of simbrinza administration on 08/11/24 and
06/16/24 at the 11:00pm administration time.
Review of Resident #2's September 2024 eMAR

{ revealad:

i -There was an entry for simbrinza 1%/0.2%
ophthalmic suspension instill one drop in both RCD was not aware of blank spaces in
eyes avery 8 hours scheduled for administration the MAR for resident #2 simbrinza
at 7:00am, 3:00pm, and 11:00pm, ntil survey. RCD contacted 10/31/24

i ~There were blank spaces and no documentation i ragards to the blank spaces on

a g;mg:smf“'m“m for 22 of 90 the medication. RCD has emailg with

( y .

I -There were blank spaces and no documentation il

| of simbrinza administration from 09/02/24 to
| 00/10/24, 09/12/24, 00/13/24, 00116724, D9/17/24, i

| 08f21/24 and from OBF23/24 to 08130/24 at the

| 3:000m administration time.

: ~There were blank spaces and no documentation '
ofsambnnza administration on 09/11/24 and i
| 09/15/24 at the 11:00pm administration time. i
! “There was documentation simbrinza was :

| "withhald per doctor orders* for 3 of 90 | :

Division of Hoalth Service Reguighon
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opportunities on 09/14/24, 09/16/24 and 09/17/24.
Review of Resident #2's October 2024 eMAR |
revealed: i
-There was an entry for simbrinza 1%/0.2% ‘
| ophthalmic suspension instill one drop in both
| eyes every 8 hours scheduled for administration
| at 7:00am, 3:00pm, and 11:00pm.
-There were blank spaces and no documentation
| of simbrinza administration for 25 of 85
| opportunities for administration from 10/01/24 to
10/29/24.
-There were blank spaces and no documentation
| of simbrinza administration from 10/01/24 to
10/07/24, from 10/10/24 to 10/18/24, from
| 10/21/24 to 10/23/24, and on 10/28/24 at the
3:00pm administration time.
-There were blank spaces and no documentation
of simbrinza administration on 10/01/24,
10/02/24, 10/09/24, 10/12/24 and 10/25/24 at the
11:00pm administration time.

Observation of Resident #2's medications on
hand on 10/30/24 at 2:08pm revealed:
-There was a mostly full bottle of simbrinza
dispensed on 07/15/24 available for
administration.

-There was an unopened bottle of simbrinza
dispensed on 10/03/24 available for
administration.

Attempted telephone interview with Resident #2's
pharmacy on 10/30/24 at 10:48am unsuccessful.

Telephone interview with a representative from
the facility's contracted pharmacy on 10/30/24 at
10:27am revealed:

-There was an active order on file for simbrinza
1%/0.2%, one drop in each eye every 8 hours.
-The indication for simbrinza was to try to keep

Division of Health Service Regulation
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Continued From page 16

eye pressure down.

-Simbrinza was last dispansad on 07/15/24 for a
i m e ‘Aﬂmﬁ sadadada aninviiial e s,

lasted approximately 27 days if administered as

i ordersd,

-According to Resident #2's profile, it appeared

that some of Resident #2's medications were

dispensed from a different pharmacy.

i Attempted telephone interview with Resident #2's i

! primary care provider (PCP) on 10/30/24 at
! 11:04am unsuccessful. !

{ interview with Residant #2 on 10/30/24 at 5:01pm
| revealed:

i ~Staff offered his ayedrops for medication

| administration every day.

| -He sometimes did not want to be administered

i the eyedrops.

 Intarview with a medication aide (MA) on

| 10/28/24 at 3:38pm revealed she did not know
| why there ware sa many blank spaces on the

; aMARs for Resident #2's simbrinza.

. interview with the Resident Care Directot (RCD)
i on 10/30/24 at 2:00pm revealed:

. ~She administered medications to Resident #2.

| ~She had issues with the facility's eMAR

| documentation for simbrinza the last few months.
{ -8he had emailed the facility's contracted

| pharmagcy's information technology (iT)

i gpartment about the eMAR documentation

: s,

| -Sha administered Resident #2's scheduled

i 3:00pm simbrinza eyedrops but she thought her
| dacumentation of medication administration was
| not syneing to the aMAR.

i -She was unable to bypass a scheduled

: medication administration without dosumenting

mivmavbibe nd ame B el ]
MELITALILY SFR WP M WP LR RUEAPTIMAY S AZLIRBINAE RNA TN VRNAMING lMIM*

j
5

1
i

D ass

RCD put into place to continue weekly
med carts audits as before but to begin
weekly eMAR audiis as wall to ensure
that all dacomantation ie haing nranardy |
synced with the eMAR and that all
medications are being administered as
ordered by the PCP. and that the eMAR
has no undocumented blanks.

10/30/24
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i something on the eMAR.

| Interview with the Manager on 10/30/24 at

| 2:17pm revealed:
-She knew about the blank spaces on the eMAR
for Resident #2's simbrinza.
-MAs were respensible to administer and

| document medications as ordered.
|

| Attempted telephone interview with the

| Administrator on 10/30/24 at 2:43pm

! unsuccessful.
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